INTRODUCTION
Although distant metastases from renal cell carcinoma (RCC) are not uncommon, the appearance of metastatic lesions in the extracranial region of head and neck is unusual. There have been a limited number of such cases published in the literature, mostly cancers located in the parotid gland, thyroid gland, paranasal sinuses and the orbit. Intramasseteric neoplasms are reported with a low incidence, and there is no specific imaging finding. Therefore, it is important that radiologists have knowledge about the possible primary and secondary diseases of masseter muscle, and can suggest appropriate further workup or prompt management. We present a rare case of intermasseteric metastasis of RCC.
CASE REPORT
A 66-year-old male presented at our hospital with a 15 day history of a nontender palpable mass measuring approximately examination demonstrated a well-circumscribed, lobulated, soft tissue mass hypodense to adjacent muscle, and measuring 3 × 2.5 × 2.5 cm, in the left masticator space (Fig. 1) . Necrosis, hemorrhage, and focal calcification were absent. After intravenous administration of contrast agent, the mass showed strong and heterogeneous enhancement, and prominent serpentine vascular structures were noted near the lesion which were thought to be feeding vessels. The mass was confined to the masseter Renal cell carcinoma (RCC) is often concomitant with distant metastasis, and these metastases are the first sign of an otherwise occult primary. Whereas metastasis of RCC to the head and neck has been reported, metastasis to the masseter muscle, which is composed of skeletal muscle, is quite rare. We now report the case of a 66-year-old man who had a past history of pulmonary tuberculosis, with RCC metastasis of a well-defined intensely enhancing hypervascular mass in the masseter muscle as the initial presentation. We present the imaging findings of this case and a literature review about radiologic differential diagnosis of intramasseteric masses. With this information, an abdominopelvic CT was performed, which showed a lobulated contour bulging mass (6.1 × 4.7 cm) in the upper pole of the left kidney with a heterogeneously wellenhancing appearance in the corticomedullary phase (Fig. 3) .
Index terms
The patient underwent left radical nephrectomy and the mass was found to be clear cell RCC (Fig. 4) . Lung metastasis was found in both lungs on chest CT. The patient received chemotherapy and immunotherapy. However, follow-up chest CT afmuscle without evidence of either fascial invasion or bone destruction. There was no significant cervical lymphadenopathy.
With this information, our initial impression of the mass was hemangiopericytoma because of the hypervascular mass with prominent adjacent engorged vascular structures, despite its rarity in head and neck regions. Other possible diagnoses were soft tissue sarcomas and metastasis. Because the mass grew progressively over three months, the physicians decided resection of the mass considering the possibility of malignancy.
Excision of the mass was performed through a submandibular incision. Intraoperatively, a localized round mass (3 × 2.8 × 2.8 cm) was found in the left masseter muscle. The lesion was excised with a clear margin. The cut surface of the mass was 
